. Thorax, 31,[361][362][363][364]. Oesophageal moniliasis causing fistula formation and lung abscess. Oesophageal moniliasis is reviewed and the incidence of fistula formation discussed. A case of oesophageal moniliasis without any predisposing factors, with fistula formation and lung abscess, is presented.
Oesophageal moniliasis is not a rare disease; more than 100 cases have been reported in the world literature in the last decade, and evidence indicates that the incidence may be much higher. It is becoming more common with increasing use of longterm antibiotics in those who have debilitating disease (Kaufman, Scheff, and Leviene, 1960) and in long-term survival patients who have had chemotherapy for malignant disease. Oesophageal moniliasis may occur during the course of malignant disease (Jensen et al., 1964) , haematological disorder (Sanders et al., 1962) , Plummer-Vinson syndrome (Watanabe, Tamaoki, and Uno, 1967) , or multiple operations (Gaines and Remington, 1972) . A possible association of intramural oesophageal diverticulosis and moniliasis has been described (Troupin, 1968) but Holt (1968) Routine laboratory tests were unremarkable; the erythrocyte sedimentation rate was 87/mm in the first hour; sputum culture showed Klebsiella.
Examination of the chest revealed rales throughout the right side and diminished breath sounds in the right lower hemithorax. The chest radiograph showed a large cavity with a fluid level in the right lower hemithorax (Fig. 1) .
Barium swallow showed an irregularity of the entire oesophageal wall with pseudodiverticula formation; no contractions could be seen in the oesophagus. The contrast media passed through a long, narrow fistula from the junction of the upper and middle thirds of the oesophagus to a large cavity in the right hemithorax (Fig. 2) (Fig. 3) .
The preoperative diagnosis was oesophagopulmonary fistula with lung abscess, most likely due to moniliasis. The patient underwent a right thoracotomy, and a large abscess in the right lower lobe, primarily in the apical segment, with some pleural adhesions was found. The abscess contained about 300 ml of putrefied material stir- Oesophageal moniliasis causing fistula formation and lung abscess rounded by necrotic lung tissue. A fistula, 3 mm in diameter, from this abscess to the junction of the upper and middle thirds of the oesophagus was demonstrated; the oesophageal wall was thickened in the upper and middle thirds.
A right lower lobectomy and total oesophagectomy were performed. The patient was left with a gastrostomy and an oesophageal fistula in the neck. A long loop colon transplant from cervical oesophagus to stomach is planned in six months' time.
Macroscopic examination of the oesophagus revealed whitish-grey patches on the mucosa which produced a complete false membrane over the whole oesophageal mucosa; a fistula, 3 mm in diameter, from the junction of the upper middle thirds was confirmed.
Microscopic examination revealed thickening of the mucosa, desquamation of the squamous epithelium, and lymphocytic infiltration in the submucosal and muscularis layers. Periodic acidSchiff stain was used and revealed numerous mycelial threads and blastospores in the submucosa and situated more deeply in the muscularis layer (Fig. 4) .
Preoperatively the patient received penicillin, streptomycin, gentamycin, oral nystatin, and am-. Groves (1966) ; Hardin, Hardy, and Conn (1967); Gerard et al. (1968) ; Johnson, Schwegman, and MacVaugh (1968) ; Wichern (1970); and Benny and Ochsner (1973) no record of oesophageal perforation, fistula formation, and lung abscess due to moniliasis is available.
